Abstract
Patients with pain confined to upper abdominal viscera and patient with haemodynamically stable and no neurological deficit are selected for the study. Patients are randomly divided into three group .Group A(n-12) received CPNB with biteleral psos approach with 15 ml 60 %alcoholach in each side. Group B (n-10) unilateral pproach in the left side, 30 ml 60% alcohol injected in left side, GroupC (n-11) transaortic approach using single needle in left side which piers abdominal aorta when tip of needle cross anterior wall of the aorta. 30 ml alcohol injected. Among 33 cases 19 patients were operated previously within 6months. 50%patients were taking morphine and NSAID. After informed concent monitors are attach for pulse, B.P.,Spo2. Patient is preloaded with 500ml N/S. Each patient positioned prone with a pillow under the lower abdomen to remove the lumber lordosis and easier to palpate the spinous process.
Before draping and prepping landmarks were drawn with an skin marker include spinous process of T12 and L1. Inferior border of 12th ribs . In Group A 22G 18cm long needle was inserted 7-8 cm from the midline bilaterally, Insertion point should be inferior to 12 th rib. Needle direction toword the L1 spinous process. Needle advanced with C arm guidance passing transverse process L1 cephaloid and hit the body of L1. A skin marker is placed on the needle 2-3 cm from the skin. Needle is then walked laterally until slip lateral surface of vertebral body to anterolaleral margin ofT12-L1 inter space. Needle is advanced 2-3 cm anterior to T12 and L1vertibral body. And its position is identified with C-arm in lateral view..After proper needle placement aspiration for blood and CSF was tested. Radio-contrast dye 2 ml injected and its distribution was visualized with C-arm. If negative aspiration test. 2ml lignocaine adrenaline injected to exclude intravenous or intrathical placement of needle and than 15 ml of 60% ethyl alcohol injected in each side. In group B unilateral insertion of needle in the left side as described above and 30 ml of60%alcohol injected. In group C(11) needle is advanced another 2-3 cm beyond the anterior margin of vertebral colum while continuously aspirating. If blood is encountered, needle is likely piersed through aorta which is identified by aspiration of arterial blood with pulsatile needle. Needle advanced until it cross the anterior wall of aorta. When aspiration for blood cased. 2ml of radio-opaque dye injected and its distribution is visualized by lateral view of X ray. 30 ml 60% alcohol injected. we assessed pain just after block,.2hours, 12 hours, 24 hours, 72 hours and up to one month after blocks. In all three groups severe burning pain followed by relief.
Results:
Adequate pain relief indicated by VRS (0-1) and VAS(1-3)-In group A, 9 cases (75%), Group B 6cases(60%), In group C 8 cases (79.7%). Pain relapsed after 72 hours 10 cases (30%) which were converted to epidural blocks. Profound hypotention (systolic B.P less than 70mmhg in 2 cases), Persisting diarrhea in one case . No incident of per operative mortality. 21 patients died within one month of Alcohol of 50-60% is the most commonly used neurolytic agent in CPB. As the ganglion and plexus lies anterior and lateral to aorta so in transaortic approach tip of the needle in the direct vicinity of celiac plexus and therefore, relatively smaller dose of neurolytic agent is required so it may be most reliable and effective method of celiac plexus block. 13 Mechanism of action of alcohol is by extraction of cholesterol and phospholipids from the neural cell membrane, causing precipitation of lipoprotein s and mucoproteins. 14 Some others have advocated the use of phenol 6% in water because phenol induces necrosis when applied directly to neural tissues. Reported disadvantages of phenol include its slower and shorter duration of action and increase viscosity and It may cause injury to blood vessels particularly large vessel may be damaged during celiac plexus block so its use limit in clinical practice. 15 In current practice sono-graphy is used to locate exact position of celiac axis in supine position with an anterior abdominal approach. 16 Advantage of celiac plexus neurolytic block is its prolonged duration of action which usually exceed the life expectancy of pancreatic malignancy. This block not only reduces the dose requirement of morphine but also improve constipation which is a major complication of morphine. In a study 1996 Kawamata et al compare a group received-celiac plexus block combined with narcotics to another group received narcotic and NSAIDs. They found good pain relief measured by VAS (O-2) in the Group received celiac plusex with narcotic than narcotic and NSaIDs group. The group received celiac plexus block had statistically significant reduction of morphine comsumption, improved appetite, and improved bowel movement,redused nausea and improved sleep habits and less detoriation of quality of life. 1,2
Conclusion:
We can be concluded that celiac plexus neurolytic blocks are very effective techniques for the treatment of metastatic cancer pain of upper abdomen. It also improve appetite and reduced opoid doses and constipation which is a major problem of morphine users. 16 As the duration of neurolysis is more than the life expectancy of patient with pancreatic metastasis, So it may be the option of pain relief of such patients in the developing countries. But skilled manpower and equipment facilities should be available. This is an initial study and numbers of cases are small so more studies require for conclusive results.
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Discussion: Celiac plexus neurolytic block for metastatic upper abdominal pain described initially by Kappis in 1914. 8 Pancreatic cancer pain or chronic pain is carried by the sympathetic nerve, is well managed by celiac plexus block either local anesthetic drug alone or combined with steroid or persistent block with neurolytic agents like alcohol or phenol. Ethyl alcohol 40%-100% can be used but50-60%alcohol commonly used for this purpose. 100%alcohol may cause persistent motor block. 9 Usually celiac plexus neurolytic block perform mostly by the Anesthesiologist working on pain using C-arm or CT guidance can be done by endoscopists or or intraoperatively surgeon use alcohol directly to block the plexus. 10, 11 
